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Acquired Immunodeficiency Syndrome (AIDS) is one of the deadliest diseases 
ever known to mankind. This disease was once thought to be isolated to the homosexual 
community. This prior misconception has since been proven false. AIDS is spread 
primarily through sexual contact and intravenous drug use. Those at high risk for 
contracting the disease are people who have sex with multiple partners. 
Demographic characteristics of this group consisted of age, level of education, 
marital status, income, employment status, and religious affiliation. In G. Hines’ Helping 
Youth with Sex Education (1992), a preliminary analysis of condom use versus other 
methods of protection indicated that 57.6 percent of African-American women, 29.7 
percent Hispanic women and 54.8 percent of white women in the sample used some 
form of protection in their most recent sexual encounter. The stark increase in AIDS 
cases among black women is increasingly alarming when adolescent girls are considered. 
This intervention based study provided an HIV risk prevention-training program 
to groups of adolescent females within the minority community. The purpose of the 
program intervention was to assess its ability to reduce their participation in risky 
behavior. The behavior targeted by the program was unprotected sexual intercourse with 
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multiple sex partners. The study employed a time-series study design. The target 
population was minority girls aged 14-16 who are sexually active. The intervention is an 
eight-week training session using a group of volunteers. Participants voluntarily attended 
the training sessions as well as the follow-up assessments. 
The analysis of the data revealed that the participants reported a 30% reduction in 
risky sexual behavior. In addition, 40% of the participants reported an increase use in 
condoms and a 20% reduction in multiple sexual partners. The results of this study were 
favorable and indicate that such education programs could be beneficial to reducing the 
spread of HIV among black women. 
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This evaluation examines the outcome of the use of Adolescent Females Learning 
About Healthy Living (AFLASH). This intervention based study provided an HIV-risk 
prevention-training program to groups of adolescent females within the minority 
community. The purpose of this assessment study was to determine if the program 
would reduce adolescents’ participation in risky behavior. The behavior targeted by the 
program was unprotected sexual intercourse with multiple sex partners. The intervention 
employed an initial pre-test, intervention, and multiple follow-up assessments. The study 
employed a time-series study design. The target population was minority girls aged 13- 
17 who are sexually active. The intervention is an eight-week training session using a 
group of volunteers. Participants voluntarily attended the training sessions. 
The focus on adolescent females is based on trends of the prevalence of HIV/ 
AIDS among females. Women have become the fastest growing subgroup of AIDS cases 
in the United States and as of 1992 constituted more than 10 percent of all AIDS cases 
(Centers for Disease Control, CDC, 1992). Despite the dramatic increase in AIDS cases 
among women, many women do not take the required precautions to limit their risk. 
There is a journal entitled Pattern Influences and Gender-Related Factors (2000) that 
associates the non-condom use among young adult women. It states that 45.3 percent of 
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African American women are non-condom users. Among the women there are beliefs 
that asking a partner to use contraceptives would imply unfaithfulness. Studies reveal 
that there are important differences among women. 
According to the CDC (1992), it is frequently assumed that women at risk, 
especially ethnic minority women, lack the power to negotiate safer sex practices. 
Barriers to condom use present as an ominous obstacle to minority women. These 
barriers may include items such as Latino women who suffer from sex ratio imbalance 
and gender roles present in the black community. National trends in contraceptive use 
from 1982 to 1995, suggest a faster increase in condom use among racial and ethnic 
minorities than among white people, resulting in current rates that are similar across the 
populations (National Institutes of Health, 2003). 
The situation is increasingly troublesome when adolescent females are 
considered. Adolescent minorities who are sexually active are at an increased risk for 
contracting HIV. Significant numbers of adolescents are engaging in sexual activity. A 
study shows that teen girls age 14 and younger revealed that their self-reported 
participation in sexual activity has increased during the period of 1988-1999 (Sappenfield 
& Kranz, 2003). This survey reveals that educational efforts about safe sex practices 
must be tailored to teenage girls. Without proper education about safe sex, adolescent 
females will continue to engage in risky behavior. Recently, the National Institutes of 
Health (NIH, 2003) addressed the problem of risky sexual behavior among young 
adolescent teens. The recommendation of the NIH was that it is imperative that 
teenagers receive training that emphasizes real-life examples of people living and 
conducting themselves using a set of principles based on a moral and ethical foundation. 
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The real-life application of moral concepts may reduce their proclivity to engaging in 
risky sexual behavior (NIH, 2003). 
This time-series study is based upon the recommendation of the NIH. The girls 
enrolled in this trial were provided with an eight-week educational intervention. The 
intervention prevented reproductive information and safe-sex practices using real-life 
examples. The presentation of the material in this manner provided a forum by which the 
girls could apply the information to their particular circumstance. In addition, each 
adolescent received a pre-test. The test will assess their current level of sexual activity. 
Lastly, each participant received a series of follow-up assessments. The assessments 
were performed to assess their level of sexual activity and participation in risky sexual 
behavior, post intervention. 
Background of the Problem 
The HIV/AIDS epidemic is having a serious impact on black women. “Almost 
two-thirds (62%) of reported female AIDS cases are among African-American women, 
and of these cases 37% are due to heterosexual contact” (Stark, 2001). Stark indicted 
that the result of the disproportionate effect on black women is that areas where there are 
large numbers of HIV is spreading through the black community at an alarming rate. 
Some organizations and institutions within the black community fail to acknowledge the 
problem as much as they should. This lack of attention perpetuates the continuation of 
risky behavior among sexually active women. Originally HIV was thought to be a 
homosexual disease. The steep rise in heterosexual females infected with HIV has led 
researchers identify behavior that puts this group at increased risk. One researcher 
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concluded that black female adolescents and young women under age 25 are at increased 
risk for contracting HIV because they are more likely to have multiple sex partners and 
are less able to negotiate safer sexual practices (Cummings, 1985). 
There are many factors that contribute to the large population of HIV/AIDS 
victims within the black female population. One of the primary causes of the spread is 
unprotected sex. Approximately half of sexually experienced 14-year olds have had sex 
one or more times in the past 12 months (National Campaign to Prevent Teen Pregnancy, 
2003). The Campaign indicated that effective curriculum-based programs to prevent 
unintended pregnancy or HIV/STD infection tend to focus on very specific behavioral 
goals such as delaying first sex or using condoms or other forms of contraception. 
Typically, they do not spend significant time on such topics as gender roles, dating or 
being a parent. 
Recommendations from the National Institutes of Health focus on education 
programs that provide real-life examples of adolescents and role models, making 
ethically sound choices, regarding sexual activity. This will empower adolescents to 
make sexual choices that will reduce their risk for contracting HIV and other sexual 
transmitted diseases. 
Statement of the Problem 
The explosion of HIV among women in the minority community is a significant 
problem for public health and social welfare administrators. The problem is compounded 
when adolescent females are considered. Early sexual activity among adolescent females 
has been linked to several additional problems (Public Health Institute, 1999). This 
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group is at increased risk of HIV, illegal drug use, alcohol use and teen pregnancy. Each 
of these factors decreases their likelihood of being productive members of society. The 
implication for the health and welfare of the minority community is significant. Teen 
pregnancy has been shown to be detrimental to both the mother and the newborn child. 
These children are often bom into situations where there are limited financial resources, 
limited healthcare access, and reduced social support structures. Interventions to reduce 
the engagement in risky sexual behavior are essential to preventing the development of 
these adverse living circumstances (Public Health Institute, 1999). 
The problem of risky sexual behavior among adolescents is of particular 
importance to the social work profession. When young adolescents become pregnant or 
contract HIV as a result of their participation in risky sexual behavior, they often turn to 
social welfare agencies for assistance. However, at this time, the initial damage has 
already occurred. The reactionary intervention will do little to alleviate the inevitable 
result of the adverse situation. A proactive intervention to prevent the occurrence of this 
event will improve the social well-being of this group of adolescents. 
The Purpose 
The purpose of the intervention was to assess whether or not the program would 
reduce adolescents’ participation in risky behavior. The behavior targeted by the 
program was unprotected sexual intercourse with multiple sex partners. Therefore, the 
overall purpose was to introduce a prevention currriculum to African-American females 
to determine if there would be a difference in their risky behaviors. 
Significance of the Evaluation 
The results of this evaluation might prove to be beneficial for the minority 
community when decisive steps are taken to stem the tide of HIV among women. The 
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instances of HIV among minority women will continue to increase, if sound 
interventions are not taken. This study has based an intervention upon the 
recommendation from the National Institutes of Health to provide educational programs 
to youth using real-life examples. This intervention is also supported by health behavior 
change theory. Health behavior change theory states that behavior change cannot occur 
until the person recognizes that he or she is at risk (NIH, 2003). Once risk is affirmed, 
the steps to prevention must be presented. Lastly, the person must feel empowered with 
the tools to incorporate the behavior change. The intervention that is provided in this 
program will help groups in significant risk. If successful, this intervention could be 
duplicated in at-risk groups in other communities. Successful interventions for 
preventing at-risk groups provide the community with a foundation upon which to 
improve the health and welfare of vulnerable populations. 
CHAPTER TWO 
REVIEW OF THE LITERATURE 
Risky Behavior 
The review of the literature focuses on the effects that risky behavior can cause 
among adolescent. Human development theory has identified adolescence as one of the 
most difficult periods for emotional growth (The National Campaign to Prevent Teen 
Pregnancy, 2003). The transition from childhood to adulthood can cause many 
adolescents to experiment in risky activities. Many adolescents use this period to 
experiment in sexual activity. Early sexual activity can place these youth at risk for 
contracting HIV and other sexually transmitted diseases. 
According to Sappenfield and Kranz (2003), early initiation of sex has been 
linked to multiple sexual partners. Having unprotected sex with multiple sex partners 
increases the risk of contracting and spreading sexually transmitted diseases. The spread 
of sexually transmitted diseases can be reduced if proper sex practices are encouraged 
and taught to sexually active teens. The evidence of multiple sex partners among young 
adolescents is increasing. Adolescents that had sex at age 14 or younger report more 
sexual partners, on average, than those that first had sex at age 15 or older (The National 
Campaign to Prevent Teen Pregnancy, 2003). 
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The adolescents who choose to engage in sexual activity can be empowered to 
make safe choices. Many youth do not feel empowered to engage in sate sexual practice. 
There are multiple factors that contribute to their engaging in unsafe sexual activity. One 
primary reason is that many feel that their initial sexual activity was non-voluntary or 
unwanted. “About one in ten young women, who first have sex before age 15, describe it 
as ‘non-voluntary’. Many more describe it was relatively ‘unwanted’” (The National 
Campaign to Prevent Teen pregnancy, 2003, p. 3). 
Another factor that may contribute to early sexual activity among adolescent girls 
is involvement with older males. Girls that report having a “romantic” relationship with 
older boys may be more prone to engage in early sexual activity. One survey noted that 
about half of participants aged 12-14 reported having been on a date or having a romantic 
relationship in the past 18 months. Among those female youth that were 14 or younger, 
they reported that the male they were involved with was two to four years older. This 
finding is significant. Studies have indicated that relationships between adolescent girls 
and older boys are more likely to result in early sexual activity. “. .. 13% of same age 
relationships among those aged 12-14 include sexual intercourse. If the partner is two 
years older, 26% of the relationships include sex. If the partner is three or more years 
older, 33% of the relationships include sex” (The National Campaign to Prevent Teen 
Pregnancy 2003, p. 3). 
The Importance of Sex Education 
Education about proper sex practices can be limited for young adolescents. 
Surveys indicate that many parents feel uncomfortable discussing safe sex practices with 
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their adolescent children. According to POZ fall 2004 edition, many parents and 
caregivers feel shy about broaching the topic of sex with their children. Some prefer to 
stay silent, and assume their children will pick up what they need to know from school 
and the media. This fact reinforces the need for sex education programs targeted at 
high-risk groups. 
Some people believe that telling children about sex will encourage sexual 
experimentation. In fact, a teenager needs to be informed if they are to act responsibly 
and safely. Talking about sex is easier if the topic has been discussed with the child from 
an early age, and the lines of communication are already open. However, it is never too 
late to start. Books may be helpful if either the parents or teenager initially feel awkward 
about frank discussion (Better Health, 2003). 
The television is flooded with sexual images from the media every day of our 
lives. A teenager's perception of sex and sexuality can be skewed by incorrect or 
misleading information from a variety of sources including magazines, television and 
other teenagers. According to Better Health (2003), numerous studies have shown that 
the most influential role models for children are their parents. Parents and caregivers can 
inform their children and help them feel comfortable and knowledgeable about sexuality. 
By keeping silent, they allow their teenagers to act on unreliable information. This can 
put a teenager at considerable risk (Better Health, 2003). 
Sexually transmissible infections (STIs) are common all around the world. 
Bacteria, viruses or parasites can cause them. Many people think only prostitutes, 
homosexuals or promiscuous people get STIs, but anybody who is sexually active can 
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catch one. If you have unprotected sex with a person with an STI, you are at high risk of 
catching that STI (CDC, 1992). 
In Australia, the human immunodeficiency virus (HIV) is most commonly spread 
through unprotected anal or vaginal intercourse with an infected person. Describing a 
couple as 'serodiscordant' means that one partner is HIV positive and the other is not. 
This can raise a number of issues, such as how to have sex safely. Finding out more 
about what is safe, talking to others with experience or talking with a counselor may be 
helpful. This article offers general information, but also talk with your doctor or AIDS 
organization (CDC, 1992). 
According to the Center for Disease Control (1991), HIV is transmitted by body 
fluids including blood, ejaculate (cum), pre-ejaculate (pre-cum), female genital fluids 
both vaginal and cervical fluid and breast milk. The way the virus gains entry to another 
person may be directly across the mucosa (the lining of the vagina or bowel) or into the 
bloodstream. HIV can also pass from mother to baby during pregnancy or birth, or via 
breast milk (Better Health, 2003). 
Practicing safe sex is important even if one does not know whether your partner is 
HIV positive or not. It protects you from HIV as well as other sexually transmitted 
infections. HIV is more easily transmitted when a person has another sexually 
transmitted infection. 
Telling sexual partners about HIV is a complex issue. Deciding when and how to 
tell will vary according to the relationship, the situation and the people involved. In 
Australia, one does not have to tell their sexual partners about their HIV status (CDC, 
1991 ). However, if a person is living with HIV, it is their responsibility not to transmit 
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the virus. In Victoria, it is an offence to knowingly or recklessly infect another person 
unless that person knew of and voluntarily accepted the risk (NSW has specific 
legislation that requires that people disclose their HIV status before having sex.) (Better 
Health, 2003). 
The change from child to adult is an especially dangerous time for adolescents in 
our society. From their earliest years, children watch television shows and movies that 
insist that "sex appeal" is a personal quality that people need to develop to the fullest. 
Teenagers are at risk not only from AIDS but also from this sort of mass-market 
encouragement, they encounter many other influences as well (Health Insite, 2003). 
Clearly, parents are in a tough spot. But there are some key ideas that help make sense of 
things. Teenagers should learn the facts about human reproduction, contraception, and 
sexually transmitted diseases. Health classes and sex education programs in the schools 
typically present such information. But the challenge for any human is to make sense of 
facts in ways that are meaningful in life in ways that help them think and make wise 
choices. Schoolroom lessons leave much to be desired in this regard (Health Insite, 
2003). Commitments and values differ so widely in society that schools cannot be very 
thorough or consistent in their treatment of moral issues. For this reason, it is probably 
more important for teenagers to see real-life examples of people who understand and deal 
responsibly with their sexual natures. Morals have to do with real-life commitments to 
people and things that have value. Morals are not abstractions. It can benefit if parents 
and other influential adults, at school, at church, and in the community could help to 
show teenagers the difference between devotion and infatuation and help them make the 
distinction in their own hearts. 
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Teenagers need to understand that satisfying sexual relationships like other 
relationships require careful thought and wise action (Health Insite, 2003). 
Limitations of the Literature 
The majority of the literature found focused on the lack of parental intervention to 
educate adolescents about safe sexual practices. In addition, formal education regarding 
sexual behavior is often limited to textbook explanations of the reproductive system and 
the result of sexual activity. Very limited scholarly information was available detailing 
the result of example-based sex education. Although not surprisingly, the writer found 
few studies that focus on sex education for children 14 years of age and younger. The 
increase in sexual activity among children in this age group, suggests a need for more 
empirical research to better educate regarding safe sexual behavior. 
An additional limitation in the literature is the long-term effect of sex-based 
education. The goal of sex education is to enable adolescents to become more 
knowledgeable of healthy sexual behavior. It is imperative that studies be conducted 
detailing the result of the educational courses. Educational interventions that do not lead 
to a decrease in risky sexual behavior should be stopped. This will allow theoretically 
sound interventions to be employed. 
Conceptual Framework 
Auerbach, DiVittis, and Mantell (Ajzen & Fishbein, 1977) developed the Theory 
of Reasoned Action, which is a cognitive learning theory that helps to explain how 
persons make decisions. It has been used successfully to explain diverse health 
behaviors such as cigarette (Fishbein, 1982) and marijuana smoking (Ajzen,Timlin & 
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White, 1982), family planning (Fishbein, 1984), and weight control (Sejwacs, Ajzen, & 
Fishbein, 1980). The underlying premise of the theory is that humans are rational 
thinkers and systematically process and weigh the results of their volitional health actions 
before they take one (Fishbein & Middlestadt, 1989). This theory states that a person’s 
intention shapes behavior. In turn, intention is influenced by attitude and societal norms 
(Ajzen & Fishbein, 1980). The attitude toward a behavior and the societal norm 
regarding the behavior influences whether or not an act is performed. The intervention 
was aimed at educating the participants about the societal norms regarding sex and risk 
that may influence their attitude. If the attitude, regarding sex, can be modified, then 
risky sexual behavior may not be performed. 
Individual behavior is seen as a function of intention to perform the behavior, 
which in turn is determined by personal attitudes and social norms about the behavior 
and the consequences of the behavior (Ajzen & Fishbein, 1980; Fishbein & Middlestadt, 
1989). The main health beliefs are important determinants of an attitude negative or 
positive, which forms a behavioral intention that leads to a health behavior that is 
observable and under a persons’ control (Mantell, DiVittis, & Auerbach, 2004). 
Intentions are defined by four elements: (1) what action is taken; (2) the target or who 
acts; (3) the situation in which the action takes place; and (4) the time in which the action 
takes place (Mantell, DiVittis, Auerbach, 2004). 
The individual adolescents base their intentions on their perceptions of social 
pressure to perform a behavior and adhere to subjective norms. The groups that are most 
influential are parents, church members, and friends. For example, according to Mantell, 
DiVittis, and Auerbach, a women’s intention to use condoms is a function of her attitude 
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whether negative or positive toward using condoms and her perception of what her refine 
group thinks she should do about using condoms. Changing behavior is viewed as 
primarily changing the underlying cognitive structure. To change behavior, one must 
address the model components that will have the greatest influence on intent. A view of 
this theory is shown in the following diagram (Figure 1). 
Anticipated Outcomes ATTITUDES INTENTION BEHAVIOR 
Person’s Belief that HIV 
Risk-Reduction Leads to 
Certain Outcomes and His/Her 
Evaluation of the Outcomes. 
Positive or Negative 
Feelings Toward Performing 
HIV Risk-Reduction 
Relative importance of 
Attitudinal & Normative 
Considerations 
Use Condoms every time 
Have vaginal sex 
Refuse unsafe sex every 
Time 
Engage in outer course 
Person’s Belief that Specific 
Individuals or Groups Think 
He/She should/ should not 
Perform the Behavior & 
Motivation to Comply with 
Referent Group Norms. 
Comply with Perceptions of 
What you think 
Others Think You Should or 
Ought to Do (using condoms) 
Unprotected 
Intercourse 
Condom use (male 
& female) 
Outer course 
Refusal of unsafe 
Figure 1. Theory of reasoned action applied to HIV sexual risk-reduction behavior 
(Adapted from Ajzen & Fishbein, 1980) 
Based on this theoretical framework, the hypotheses for this study are: 
HO: An HIV risk prevention education program will reduce risky sexual behavior in 
young minority adolescents. 
HA: An HIV risk prevention education program will not reduce risky sexual behavior in 




The study was conducted at a non-profit organization in Atlanta, GA. The name 
of the organization is Aniz, Inc. They are located at 233 Mitchell Street, Suite 200 
Atlanta, GA 30303. According to the agency’s website, Aniz.org, their mission is to 
provide mental health counseling and education for persons with HIV/AIDS 
(http://www.aniz.orij/aniz mental-health/counseling.htmf Participants came to the 
program at the agency for an eight-week period of time. All of the participants sat in an 
open classroom. The classroom setting provided an atmosphere of an open forum. Open 
discussion was encouraged and examples were frequently provided to reinforce important 
points. The agency is located in inner city Atlanta. The catchments area for the agency 
consists primarily of low-income minorities — primarily African-American. 
Population 
There were six participants used for the program evaluation, which was an 
excitable number for the evaluation (S. Davis, personal conversation, December 09, 
2004). The study population included adolescent girls ages 13-18. Participants were 
recruited from local churches in the Atlanta area. Churches that had a large minority 
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congregation were asked to recruit participants. The study participants consisted of six 
black females. The age of the participants ranged from 14 to 17 year olds. 
Measure 
Each participant received a pre-test questionnaire (Appendix B). The pre-test 
assessed the group’s current level of sexual activity. In addition, the pre-test, provided 
vital information about the participants’ knowledge of safe sexual practice, and 
reproductive health. The participants also received a post-test questionnaire (Appendix 
C). The post-test was provided after the eight-week educational intervention. A series of 
two follow-up assessments were also performed. The follow-up assessments were 
performed to find out if there was a sustained behavior change post-intervention. The 
two follow-up assessments were a series of phone calls to the participants. During the 
phone call participants were asked a set of standard questions regarding their current 
level of sexual activity (Appendix D). 
Study Design 
The study design employed for this program evaluation was the time series study 
design (Weinbach & Grinnell, 2004). The design notation for this study is O, X 0,02 03. 
The initial O, represents the initial pre-test. The X represents the eight-week program 
intervention. The O, after the intervention is the post-test. The 02 and 03 were the 
follow-up assessment evaluations. This study design provided detailed information about 
the level of sexual activity, before the intervention, and at different times post 
intervention. The time series design was chosen because it would limit the influence of 
extraneous variables in the study outcome. The mean response to self-reports of sexual 
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activity was analyzed at each time period during the study. This analysis provided 
information about changes in sexual behavior over time. 
Procedure 
Participants were enrolled in the study from local churches in the Atlanta 
Metropolitan area. The churches that were chosen had a majority minority congregation. 
Volunteers and their parents received an initial orientation to the program. At the 
orientation, the program was described and informed consent of the parents was obtained 
from the adolescents. The parents of all participants provided informed consent for the 
minors to participate in the program. The program was conducted from October to 
December, 2004. 
Participants ranged in age from 13 to 18 years. The program was titled 
“Adolescent Females Learning About Healthy Living” (AFLASH). The program ran for 
an eight-week period of time. Prior to initiation of the educational program, each 
participant took a pre-test exam. The participants reported to the Aniz, Inc. agency each 
week for classes. The classes were held in an open room with chairs for the participants. 
Participants were provided with educational information regarding safe sexual practices. 
Each topic was presented using a real-life example. The use of examples provided the 
participants with case scenarios that provided an open forum for participant input. 
After completing the 8-week educational program, participants received a 
post-test exam. The post-test exam provided an assessment of their knowledge and 
attitudes regarding risky sexual behavior. 
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Data were collected using a questionnaire developed by the author. The data 
were entered into an excel spreadsheet. Data analysis was performed using SPSS 
software. 
Statistical Analysis 
Five people participated in the program. The racial make up of the participants 
was 100% African-American. Four of the participants (80%) reported being sexually 
active. Only one participant (20%) reported knowing what HIV was. In addition, all 
participants denied having a sexually transmitted disease in the past. Eighty percent of 
the participants reported having multiple sex partners (>2). Only one participant (20%) 
reported using a condom all of the time. 
At the post-test assessment, 100% of the participants reported understanding what 
is HIV. In addition, 100% of the participants reported using condoms 100% with each 
sexual encounter. Lastly, none of the respondents (0%) reported having multiple sex 
partners (>2). 
All of the participants were contacted for the 4-week post-test assessment. At the 
4-week post-test assessment, 100% of the participants reported understanding what is 
HIV. As well, 80% of the participants reported using condoms, with each sexual 
encounter, and 20% of the participants reported having multiple sex partners (>2). 
CHAPTER FOUR 
PRESENTATION OF FINDINGS 
The results of the intervention were expected to reveal a significant increase in 
participant knowledge of risky sexual behavior. Next, it was expected that the 
participants would initially report a significant reduction in risky sexual behavior. 
However, the reduction in participation in sexual behavior is expected to be less 
significant over time. The mean response regarding number of sexual encounters and 
sexual partners is expected to be high during the pre-test assessment. The self-report of 
sexual encounters and partners is expected to reduce at the initial post-test assessment. 
The 4-week and 8-week post assessment is expected to reveal a decrease in risky 
sexual behavior with the 8-week assessment revealing less risky sexual behavior than the 
4-week interval. However, it was expected that the overall difference between the 
pre-test assessment and the 8-week post-test assessment, which was a non parametric 
test, was statistically significant proving the study hypothesis. The findings of this study 
are displayed using the following demographics, which are shown in terms of birth place, 
ethnicity, number of siblings in the family and whether or not the participants were raised 
in a one or two parent home. The findings are also presented in two other sections for the 
pre and post questionnaire. 
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Section I Pre-Questionnaire 
Figure 2 depicts that the birthplaces of the participants (6). All participants were 
from the United States. The ethnicity of the participants was 100% African American. 
The number of siblings shown on Figure 3 reveals that one participant had no brothers, 
three of the participants had one to two brothers, and three to four had two brothers. Four 
of the participants had one to two sisters, one participant had three to four sisters, and one 
participant had five or more sisters. In Figure 4, four of the participants were from single 
parent homes, while one of the participants was from a two-parent home. 
Figure 2. Birthplace of Participants 
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Number of Siblings 
Figure 3. Number of Siblings 
Figure 4. Number of Participants 
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Section II Continued Pre-Questionnaire 
Participants were asked what age were they when they had their first sexual 




□ AGE 16-18 
□ NB/ER 
Figure 5. First Encounter 
The participants were asked to identify the different ways HIV was contracted. One (1) 
participant knew the meaning of HIV, while two (2) participants answered the question 
incorrectly and three (3) of the participants did not know the answer. 
Figure 6. Participant Knowledge 
The participants were asked to identify the different ways HIV was contracted. Two 
participants knew only one way that HIV was contracted, and one participant knew all 
the ways HIV was contracted. 
WAYS WHICH HIV IS CONTRACT 
□ CONTRACT 
Figure 7. Which ways HIV is contracted? 
When asked if they had been tested for HIV, 50% said yes and 50% said no. 
Figure 8. Tested for HIV 
24 
Participants were asked if they were currently sexually active. Two (2) of the participants 












Figure 9. Sexually Active 
Participants were asked if they had been sexually active during the past six months. 
Three (3) of the participants responded yes, and three (3) responded no. 
Figure 10. Sexually Active Past Six Months 
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One (1) participant had no partners while the other five (5) participants had one to five 
partners. 
Figure 11. Number of Partners 
Participants were asked how often they used protection during sexual behavior. Two (2) 
participants did not use protection, three (3) participants used protection most of the time, 
and one (1) participant used protection all of the time. 
PROTECTION USE 
□ DOES NOT USE 
□ MOST OF THE TIME 
□ ALL OF THE TIME 
Figure 12. Protection Use 
Each participant was asked if they ever had a Pap Smear. Four (4) responded yes, and 
two (2) responded no. 
26 
Figure 13. PEP 
Participants were asked if they had ever had an STD, and 100% answered no. 
STD 
Figure 14. STD 
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Participants were asked if they had ever been pregnant, and 100% responded no. 
PREGNANT 
■ NO 
Figure 15. Pregnant 
Participants were asked if they had ever experienced having oral sex. One (1) 





Figure 16. Oral Sex 
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Section III Post Questionnaire 
Each participant was given a post questionnaire upon her completion of the 
eight-week evaluation. The finding showed that participants had became more aware of 
their risky behavior, and felt the need to be more protective of themselves and minimize 
their sexual activity. Participants who had not previously themselves before now realize 
how important it was to use condoms. There were two participants who did not have a 
Pap smear exam prior to the eight-week program, but after learning about the STD’s and 
the importance of their bodies, felt the need to visit a doctor. Participants made some 











Figure 17. 100% Change 
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Summary of Findings 
At the beginning of the 8-week program evaluation, the participants were asked 
to complete a pre-questionnaire that assessed their involvement in risky behavior. The 
pre-questionnaire revealed that over 90% of the participants were taking part in 
unprotected sex. Many had not seen a doctor nor were they comfortable enough to 
discuss their sexual concerns with their partners. 
After the 8-week program, the participants had more knowledge about HIV and 
AIDS, as well as the importance of safer sex and the meaning of risky behavior. All of 
the participants expressed the desire to get tested for HIV. Additionally, they expressed 
that condoms would no longer be an embarrassing topic, and appeared more comfortable 
with discussing matters with their partners. 
CHAPTER FIVE 
CONCLUSIONS 
This evaluation examined the outcome of the use of Adolescent Females Learning 
About Healthy Living (AFLASH). This intervention-based study provided an HIV-risk 
prevention-training program to groups of adolescent females within the minority 
community. The behavior targeted by the program was unprotected sexual intercourse 
with multiple sex partners. The intervention employed an initial pre-test, intervention, 
and multiple follow-up assessments. The study employed a time-series study design. 
The target population was minority girls aged 13-17 who are sexually active. The 
intervention was an eight-week training session using a group of volunteers. Participants 
voluntarily attended the training sessions. The HIV/AIDS epidemic is having a serious 
impact on Black women. “Almost two-thirds (62%) of reported female AIDS cases are 
among African-American women, and of these cases 37% are due to heterosexual 
contact” (Stark, 2001). 
Early sexual activity among adolescent females has been linked to several 
additional problems (Public Health Institute, 1999). The review of the literature focused 
on the effects that risky behavior can cause among adolescent. Human development 
theory has identified adolescence as one of the most difficult periods for emotional 
growth. Education about proper sex practices can be limited for young adolescents in 
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part because much of the literature focuses on the lack of parental intervention to help 
educate adolescents about safe sexual practices. 
Educational programs regarding risky sexual behavior are vital to reducing the 
instances of HIV and other sexually transmitted diseases. Empowering sexually active 
teens, with information regarding how to protect themselves from high-risk activity, is 
extremely important. This study revealed that in an educationally based program, the use 
of examples is an appropriate intervention for sexually active adolescents. This study 
can be replicated with a larger study sample. The larger study sample will provide the 
statistical power to determine whether this intervention is truly effective. The small 
sample size eliminates the ability to infer the results of this study to other populations. 
The Theory of Reasoned Action is a cognitive learning theory that helps to explain how 
persons make decisions. The underlying premise of the theory is that humans are rational 
thinkers and systematically process and weigh the results of their volitional health actions 
before they take one (Fishbein & Middlestadt, 1989). The intervention was aimed at 
educating participants about societal norms regarding sex and risk that may influence 
their attitude. If the attitude regarding sex can be modified, then risky sexual behavior 
may not be performed. 
CHAPTER SIX 
IMPLICATIONS FOR SOCIAL WORK PRACTICE 
This chapter provides a discussion on the overall evaluation and its contribution 
to the field of social work. Recommendations are provided for practitioners to assist 
more in school based programs and communities. Social workers are also encouraged to 
attempt to change guidelines, so that their programs are “prevention” focused. 
Additional attention is placed on the importance of social workers being able to evaluate 
their own programs. 
The purpose of this evaluation was to examine adolescent females through an 
HIV prevention program. The program Adolescent Females Learning Safe Sex and 
Health (AFLASH) was designed to educate teens on HIV, and the cause and effects of 
risky behavior. Results showed that after becoming knowledgeable, the teenagers had 
made a decrease in their risky sexual behavior. Further research needs to do done in a 
school based setting so transportation would not be an issue, and that a larger population 
can be covered. As social workers it is imperative that we strive to improve the social 
well being of the communities in which we serve. It is our moral obligation to empower 
clients to utilize effective and restorative programs and to ensure these serves are 
accessible. The accumulation of knowledge obtained through the evaluation of 
(AFLASH) can aid in the development of new intervention strategies. In terms of 
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“preventive programming,” social workers can be very influential by writing grants, and 
evaluation of AFLASH can aid in the worker establishing linkages with other available 
resources, such as the school system, so that clients can have access to prevention 
services. To make evaluations of this program, contemporary human-services agencies 
must develop knowledge building and utilization systems, of which evaluation is a key 
component, and make these systems an integral part of agency infrastructure and culture 





Adolescent Females Learning About Healthy Living (AFLASH) 
Consent Form 
Evaluator: Lynette Jenkins 
Location Aniz, Inc. 
233 Mitchell Street 
Suite 200 
Atlanta, GA 30303 
Purpose of the Study 
This will assess the effectiveness of a sexual education program targeting adolescent’s females that are sexually active. 
Study Activities 
You will complete a questionnaire about your sexual activity. After completing the questionnaire, you will 
participate in an 8-week education program. The purpose of the program is to provide information about 
safe sexual behavior. After the eight-week education program you will complete a post-test questionnaire. 
This questionnaire will ask about your level of understanding about safe-sex practices. Lastly you will 
complete the same post-test questionnaire at 4 weeks and 8 weeks after completing the class. The 4-week 
and 8-week test will be performed over the telephone, by researchers involved in this study. 
Study Duration 
Your participation in this study will be approximately 16 weeks. 
Study Risks 
While on this study, there are no perceived risks involved in completing the classroom instruction or the questionnaires. 
Voluntary participation 
Participation in this study is completely voluntary. You can withdraw from participation at any time. 
Confidentiality 
Every effort will be made to keep your personal information confidential. 
Costs 
There are no costs to you, as a participant in this study 
Consent 
I have read and understood the above information. I willingly choose to consent and participate n this study. I have received a copy 






Name of volunter  
Where are you from?  
What is your origin?    
How many brothers do you have?  
How many sisters you have?  
Did you grow up with one or two parents (circle one)? 
1 ) What does HIV mean  
2) Name the ways HIV is contracted  
3) Have you ever been tested for HIV? Yes  No  
4) Are you currently sexual active? Yes  No  
5) If so how old were you when you first began sexual active _____ 
6) Have you had sex in the past 6 mouths Yes  No  
7) How many sexual partners have you had? 
1)0 2) 1-2 3) 3-4 4) 5 or more 
8) Do you use protection? 
1 ) Most of the time 2) None of the time 3) all of the time 
9) Have you ever had a Pep smear? Yes No 
10) Have you ever had a STD? Yes No 
11 ) Have you ever been pregnant? Yes No 
12) Have you ever had oral sex? Yes No 
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APPENDIX C 
JENKINS POST QUESTIONNAIRE 
1 ) Since you have begun this program have you ever had a Pep smear? 
Yes  No  
2) During your last sexual experience did you use protection? 
1) No 2) Yes 
3) Have you ever had oral sex? Yes  No  
4) What does HIV mean  
5) Name the ways HIV is contracted  
6) Have you ever been tested for HIV? Yes No  
7) Are you currently sexual active? Yes  No  
8) Have you been able to discuss what you have learned with your parents? 
Yes  No  




JENKINS PHONE FOLLOW-UP 
1 ) Have you had sex in the past two weeks? Yes  No  
2) How many times have you had sex in the past two weeks? 
1)0 2) 1-2 3) 3-4 4) 5 or more 
3) How many sexual partners have you had I the past two weeks? 
1)0 2) 1-2 3) 3-4 4) 5 or more 
4) Have you had oral sex in the past two weeks? Yes  No  
5) During your last sexual experience did you use protection? 
1) No 2) Yes 
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